This case was presented as "Ectopic thyroid tissue causing tracheal shift" (EP-226) in the thirty sixth TUSAD congress.
Introduction
Primary mediastinal ectopic goiter (PMG) is briefly defined as the presence of thyroid tissue in the mediastinum; but there are actually four criteria to call a mediastinal thyroid tissue as PMG. There should be a total discontinuity between the cervical thyroid and the mediastinal goiter, presence of blood supply should be from mediastinal vessels, there should be absence of history or evidence of malignancy in both cervical and mediastinal goiter and finally the cervical thyroid gland can be present or absent with no history of thyroidectomy [1] . It constitutes 1% of all mediastinal masses. PMG usually presents itself by causing compression of adjacent structures leading to dysphagia, hoarseness, stridor and symptoms of vena cava superior syndrome [2, 3] . Surgical resection is the gold standard for the treatment of PMG.
Our aim is to share this rare case and remind that PMG should not be forgotten in differential diagnoses in mediastinal masses.
Case Report
A 57-year-old male patient was referred to our clinic due to dry cough, chest pain, shortness of breath, dyspnea, and dysphagia for three months. Chest X-ray presented a mediastinal widening and a right tracheal deviation (Figure 1 ). He did not have a thyroid operation previously. Routine laboratory tests including thyroid function tests, beta-human chorionic gonadotropin (B-hcg, 0 mıu/ml), alpha-fetoprotein (αFP, 2.2ng/ mL) and lactate dehydrogenase (LDH, 2,2 U/L) were all in normal ranges. Fiberoptic bronchoscopy revealed a severe external compression trachea.
A right lateral thoracotomy is preferred to accomplish a reliable exposure for a posterior mass resection. The mass had no invasions to the adjacent organs and structures and it is resected completely (Figure 3) . Histopathologic examination reported macrofolliculer nodular colloidal hyperplasia. Figure 4 shows the postoperative chest x-ray. 
Discussion
Ectopic localization of thyroid tissue is a congenital anomaly which constitutes 1% of all mediastinal masses. Ectopic thyroid tissue may occur in any point along the pathway of migration of primordial thyroid gland from foramen caecum to its final destination, anterior trachea between fourth and eighth week of gestation [2, 4] . The anterior mediastinum makes up 75-94% of the localization, while in 10-15% of the cases, they occur in the posterior mediastinum.
PMG usually seen in 4th or 5th decades and there is a female preponderance [5] . Although patients are usually asymptomatic and incidentally identified, they may present with symptoms of compression of adjacent organs. Thoracic CT is very sensitive to delineate the nature of the mediastinal masses and their relation to adjacent thoracic structures. Iodine-131 scanning which is used to detect the thyroid tissue in the mediastinal masses, is performed both to investigate the thyroid nature of the mass and to prove that the mass had no relation to cervical thyroid gland.
Thoracic MRI can also be used in addition to thorax CT to plan the surgical approach [6] . βHCG, αFP and LDH levels are essential in the differential diagnosis to distinguish nonseminomatous germ cell tumors from other mediastinal masses. The mass showed a heterogeneous density on CT. Thyroid function tests and βHCG and αFP levels were all normal.
Surgical approach depends on the location of the mass. Median sternotomy, thoracotomy, cervical incision, and thoracoscopy are surgical approaches of PMG resection. In this case we preferred a right lateral thoracotomy due to the localization. The patient was completely symptom free after the resection. After a long term tracheal compression, a postoperative tracheomalacia is a rare but expected complication which was not seen in this case.
In conclusion, this case emphasizes that PMG is a part of differential diagnoses for mediastinal masses despite to its rareness. Thoracotomy is the most common approach to resect mediastinal masses which are greater than 4 centimeter.
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